Background {#Sec1}
==========

Statins (3-hydroxy-3-methylglutaryl coenzyme A reductase inhibitors) are cholesterol-lowering drugs widely prescribed in the primary and secondary prevention of cardiovascular disease. Growing laboratory evidence suggests that statins may also have anti-cancer effects \[[@CR1]\] through inhibition of cellular proliferation \[[@CR2]\], induction of apoptosis \[[@CR3]\] and suppression of tumour cell migration \[[@CR4]\]. In breast cancer, the anti-proliferative effects of statins have been demonstrated both in vitro \[[@CR5]\] and in vivo \[[@CR6]\], and are particularly strong for lipophilic statins (such as simvastatin) \[[@CR6]\]. Interestingly, preclinical studies of breast cancer have indicated that the reduction in cell proliferation may be more marked in oestrogen receptor (ER) − negative cells \[[@CR5]\], suggesting that ER-negative tumours may be more sensitive to the potential anti-cancer effects of statins. Moreover, the antiproliferative and proapoptotic potential for statins have been demonstrated in breast cancer clinical trials of lipophilic \[[@CR7], [@CR8]\] and hydrophilic statins \[[@CR9]\].

Statin use is associated with a reduction in cancer mortality \[[@CR10]\] and thus far, a number epidemiological studies have investigated the association between statin use after breast cancer diagnosis and breast cancer-specific mortality (or recurrence). In a large Finnish study of newly diagnosed breast cancer patients, a significant 54 % reduction in breast cancer-specific mortality was observed, which was dose-dependent and similar for both hydrophilic and lipophilic statins \[[@CR11]\]. This investigation however, against recommendations \[[@CR12]\], used unlagged analyses (i.e. did not exclude medication use immediately prior to death which could be influenced by impending death), thus any observed protective association between statin use and breast cancer mortality could partly reflect not starting statin use, or the discontinuation of statin use, in fatally ill cancer patients \[[@CR13]\]. There was also a lack of adjustment for important potential confounders such as other medication use and comorbidities \[[@CR11]\]. A second study included breast cancer patients diagnosed in England and we previously reported a weak non-significant 16 % reduction in breast cancer death in statin users after diagnosis which appeared slightly more marked for the highly lipophilic statin simvastatin \[[@CR14]\]. The relationship between statin use after diagnosis and breast cancer mortality however did not follow a clear dose--response and was attenuated in fully adjusted analyses \[[@CR14]\]. In a large Danish cohort study of women diagnosed with stage I--III breast cancer, using as recommended, an exposure lag, a 20 % reduction in risk of cancer recurrence was observed among users of statins after diagnosis. The reduction in breast cancer recurrence was also observed in lipophilic statin users (adjusted HR 0.70, 95 % CI 0.53 to 0.92), whereas no association was observed for hydrophilic statins \[[@CR15]\]. Other investigations of statin use and breast cancer recurrence have shown little evidence of associations \[[@CR16], [@CR17]\], however they were relatively small in size \[[@CR16]--[@CR18]\], and some \[[@CR18]\] had potential for immortal time bias \[[@CR19]\]. Despite previous studies not being conclusive, there have been calls for clinical trials \[[@CR20]\]. Therefore, there is a need for additional well conducted population-based studies to inform the conduct of future clinical trials of statins (particularly simvastatin) in breast cancer patients. Therefore, in a large nation-wide study of newly diagnosed breast cancer patients, we aimed to evaluate the association between statin use after breast cancer diagnosis and breast cancer-specific mortality and to determine whether the association differs by drug solubility. We also aimed to determine if the association was modified by breast cancer estrogen receptor status.

Methods {#Sec2}
=======

Data sources {#Sec3}
------------

The study utilised linkages between national datasets from Scotland including the Scottish Cancer Registry (SMR06), the Prescribing Information System, the General/Acute Inpatient and Day Case dataset (SMR01), the Outpatient Attendance dataset (SMR00) and the National Records of Scotland Death Records. The Scottish Cancer Registry captures information on all cancers occurring in Scotland including date and site of primary cancer diagnosis, stage, grade and treatment data. The Prescribing Information System (available from January 2009 to January 2015) holds all medicines dispensed in the community in Scotland. The General/Acute Inpatient and Day Case dataset (available from January 1999 to January 2015) contains information on hospital diagnoses and operations and the Outpatient Attendance dataset (available from January 1999 to January 2015) contains diagnosis and procedures from new and follow up appointments at outpatient clinics. The National Records of Scotland Death Records contain date and cause of death up to January 2015. Linkages between data sources were conducted using the Community Health Index number (a unique number unique to individuals in Scotland).

Study population {#Sec4}
----------------

A cohort of newly diagnosed invasive breast cancer patients was identified on the basis of a Scottish Cancer Registry recorded primary diagnosis of breast cancer (ICD code C50) between January 2009 and December 2012. Cohort members with previous Scottish Cancer Registry cancer diagnosis (after January 1999), apart from in situ neoplasms and non-melanoma skin cancers, were excluded. Deaths were identified from National Records of Scotland with coverage up to 1st January 2015 (or from Scottish Cancer Registry death records) with breast cancer-specific deaths defined as those with breast cancer as the underlying cause of death (ICD code C50). Deaths in the first year after breast cancer diagnosis were removed (sensitivity analysis was conducted varying this interval) as it is likely that these patients had stage IV disease and it seemed unlikely that short term post-diagnostic medication usage could influence such deaths, therefore follow-up started one year after diagnosis. The patients were followed from one year after breast cancer diagnosis to death, the date they left Scotland or 1st January 2015.

Study design {#Sec5}
------------

### Exposure data {#Sec6}

Statins dispensed in the community (identified from the Prescribing Information System) consisted of all medications in the Statins section of the British National Formulary (BNF) \[[@CR21]\] (Section 2.12). A quantity of 28 tablets was assumed for the less than 0.1 % of dispensed prescriptions where quantity was assumed incorrect. Statin use was investigated as a time varying covariate \[[@CR19]\] (patients were initially considered non-users and then users after a lag of 6 months after their first statin prescription). The use of a lag is recommended \[[@CR12]\] and was used to exclude prescriptions in the six months prior to death as these may reflect changes due to end of life care (in sensitivity analyses the duration of this lag was varied). Medications may be withdrawn from cancer patients in whom death is suspected to be imminent and unlagged time-varying covariate analysis can bias results due to reverse causality \[[@CR13]\]. Dose--response analyses were conducted with individuals considered non-users prior to 6 months after first use, a short term user between 6 months after first use and 6 months after the 12th prescription and a longer term user after this time. Further analyses was conducted by drug solubility including lipophilic (simvstatin and fluvastatin) and hydrophilic (atorvastatin, rosuvastatin and pravastatin) statins. Separate analysis investigated the influence of simvastatin use compared to non-use of simvastatin.

Covariates {#Sec7}
----------

Data available from the Scottish Cancer Registry included AJCC cancer stage \[[@CR22]\], histological grade (grade 1, 2 or 3), hormone receptor status (including estrogen, progesterone and HER2 status) and cancer treatments (including surgery, chemotherapy and radiotherapy in the six months after diagnosis). Comorbidities that contribute to the Charlson index were determined prior to diagnosis based upon ICD10 diagnosis codes, as described previously \[[@CR23]\], in Scottish hospital inpatient (SMR01) and outpatient data (SMR00). A measure of socioeconomic status measure was determined using the 2009 Scottish Index of Multiple Deprivation based upon postcode of residence \[[@CR24]\] which comprises super output area (SOA) level measures of multiple deprivation (based on residential postcodes) and is made up of seven SOA level domain indices. Information on hormone therapy use (including tamoxifen and aromatase inhibitor) was obtained from dispensed prescription records. Similarly, low-dose aspirin use, metformin and hormone replacement therapy (HRT) use (either estrogen alone or combination) were determined from dispensing records.

Statistical analysis {#Sec8}
--------------------

In the main analysis, time-dependent Cox regression models were used to calculate hazard ratios for breast cancer-specific death (HRs) and 95 % confidence intervals (95 % CIs) for post-diagnostic statin users (regardless of pre-diagnostic statin use) compared with non-users using a time varying covariate as described previously. Adjusted analyses were conducted including the following potential confounders: age at diagnosis (continuous), year of diagnosis (in 1-year bands), socioeconomic status (in fifths), grade (1, 2 or 3), stage (1, 2, 3 or 4), surgery (yes or no within 6 months), radiotherapy (yes or no within 6 months), chemotherapy (yes or no within 6 months), aromatase inhibitor (yes or no as a time varying covariate), tamoxifen (yes or no as a time varying covariate), comorbidities (yes or no prior to diagnosis, including acute myocardial infarction, congestive heart failure, peripheral vascular disease, cerebral vascular accident, pulmonary disease, peptic ulcer, liver disease, diabetes, renal disease), hormone replacement therapy use (yes or no in year prior to diagnosis), aspirin and metformin usage (yes or no after post-diagnosis, as time varying covariates). Analyses were conducted by number of dispensed statin prescriptions and repeated for all-cause mortality. Subgroup analyses were conducted by cancer stage, year of diagnosis and estrogen receptor status. Separate sensitivity analysis was conducted by additionally adjusting for tumour hormone receptor status and increasing the lag from six months to 1 year, thereby excluding prescriptions in the year prior to death. A simplified analysis was also conducted using Cox regression to compare statin users to statin non-users in the first year after breast cancer diagnosis in individuals living more than 1 year after diagnosis; this controls immortal time bias \[[@CR25]\] without requiring time varying covariates. An analysis was conducted based upon statin prescriptions in the year prior to diagnosis, regardless of post-diagnostic statin use (excluding patients diagnosed in 2009 for whom a full year of prescription records prior to diagnosis may not be available), not excluding deaths in the first year after diagnosis. An adjusted analysis for pre-diagnostic statin use was first conducted omitting stage, grade, cancer treatment from adjustments for potential confounders to avoid over-adjustment \[[@CR26], [@CR27]\], as these could be on the causal pathway for breast cancer-specific mortality. A separate analysis was also conducted using the time varying covariate approach with breast cancer-specific death as the outcome, adjusting for the competing risk of deaths from other causes, using competing-risks regression based on Fine and Gray's proportional subhazards model \[[@CR28]\]. Similar sensitivity analyses were carried out for all-cause mortality. A further analysis was conducted for only cardiovascular deaths (where the underlying cause of death was ICD 10 codes I0-99, G45, Q20-26, F01 or equivalent ICD-9 codes) and for all deaths excluding these cardiovascular deaths.

Results {#Sec9}
=======

Patient cohort {#Sec10}
--------------

A total of 15,140 newly diagnosed breast cancer patients without a prior cancer history and with at least one year of follow-up were identified for inclusion, in which there was on average 4 years of follow-up after diagnosis (sd = 1, minimum = 1, maximum = 6 years). Patient characteristics by statin use are shown in Table [1](#Tab1){ref-type="table"}. Statin users were more likely to be older and to have a lower socioeconomic status. Stage and grade were generally similar by statin use, but a slightly smaller proportion of statin users compared with non-users had poorly differentiated tumours (31 % versus 35 %, respectively). Statin users were less likely to receive surgery, chemotherapy and tamoxifen; however they were more likely to receive radiotherapy and aromatase inhibitors. A greater proportion of statin users compared to non-users had comorbidities (particularly for cerebrovascular disease, diabetes and myocardial infarction) and were users of low-dose aspirin and metformin.Table 1Characteristics of breast cancer patients by statin useStatin use in the year prior to diagnosis^a^Statin use in the year after diagnosis^b^UserNon-userUserNon-user*n*%*n*%*n*%*n*%\[*n* = *3*,*031*\]\[*n* = *9*,*200*\]\[*n* = *4*,*233*\]\[*n* = *10*,*907*\]Year of diagnosis 200986123.82,81124.4\<0.001 201099432.82,99032.50.7391525.22,81124.4 20111,00533.23,09033.692025.42,92925.4 20121,03234.03,12033.992825.62,96525.7Age at diagnosis \<50692.3209822.8\<0.01932.42,74123.9\<0.001 50--5932210.62,51627.344712.33,24628.2 60--6998932.62,36525.71,26434.93,00826.1 70--7991130.11,24213.51,08229.91,50813.1 80--8962620.77598.363617.58197.1 ≥901143.82202.41022.81941.7AJCC stage 1108635.8355638.70.43140038.6454139.4\<0.001 2105334.7341537.1129035.6442138.4 335311.6103311.242511.7133711.6 42086.94925.31413.94433.8* Missing*33110.97047.736810.27746.7Grade 136612.1108911.8\<0.00146612.9136311.80.003 2133544400843.6164745.4513944.6 390029.7317234.5113031.2412535.8* Missing*43014.293110.138110.58897.7Socioeconomic status 1 (most deprived)67622.3141915.4\<0.00177621.41,73615.1\<0.001 270923.4168218.382522.82,08918.1 358219.21,91420.872320.02,39120.8 458719.42,02522.070319.42,58222.4 5 (least deprived)47715.72,15923.559716.52,71723.6Treatment (within 6 months) Surgery2,16371.47,32279.6\<0.0012,80877.59,59283.3\<0.001 Radiotherapy1,21940.23,27835.6\<0.0011,48641.04,08035.4\<0.001 Chemotherapy54618.03,56638.7\<0.00170519.54,72241.0\<0.001Comorbidity prior to diagnosis Acute myocardial infarction2277.5630.7\<0.0012466.8590.5\<0.001 Congestive heart failure1444.8961.0\<0.0011494.1760.7\<0.001 Peripheral vascular disease1053.5460.5\<0.0011143.1500.4\<0.001 Cerebral vascular accident2829.31201.3\<0.0012877.91161.0\<0.001 Pulmonary disease2889.54494.9\<0.0013058.44994.3\<0.001 Petptic ulcer732.41001.1\<0.001862.41191.0\<0.001 Liver disease80.3130.10.3480.2170.10.16 Diabetes39513.01151.3\<0.00142211.61291.1\<0.001 Renal disease1013.3941.0\<0.0011002.8850.7\<0.001Medication use in year after diagnosis Low-dose aspirin^c^1,40646.45616.1\<0.0011,61744.67376.4\<0.001 Aromatase inhibitors1,84060.73,65839.8\<0.0012,25862.34,55039.5\<0.001 Tamoxifen85028.04,03843.9\<0.0011,08029.85,26245.7\<0.001 Metformin1,20133.1118310.3\<0.00144014.5981.1\<0.001^a^Analysis includes breast cancer patients who have more than 1 year of records prior to diagnosis and excludes patients diagnosed 2009 for whom full medication records not available in the year prior to diagnosis. ^b^Post-diagnostic statin use in the year after diagnosis among breast cancer patients who lived more than 1 year after diagnosis. ^c^Low-dose aspirin use in year after diagnosis for statin use in year after diagnosis columns, low-dose aspirin use in year prior to diagnosis for statin use in year prior to diagnosis columns

Association between statin use after diagnosis and survival {#Sec11}
-----------------------------------------------------------

The main findings are displayed in Table [2](#Tab2){ref-type="table"}. After adjustment for potential confounders, there was little evidence of an association between statin use after diagnosis (regardless of pre-diagnostic use) and breast cancer-specific mortality (adjusted HR 0.95, 95 % CI 0.79, 1.15). There was also no evidence of a dose--response association when post-diagnostic exposure was investigated by increasing number of prescriptions after diagnosis. For post-diagnostic simvastatin use specifically, a weak non-significant reduction in breast cancer-specific mortality was observed compared to non-users of simvastatin (adjusted HR 0.89, 95 % CI 0.73, 1.08), Table [2](#Tab2){ref-type="table"}. Results were similar for use of any lipophilic statin after diagnosis compared to non-use (adjusted HR 0.90, 95 % CI 0.74,1.11) and were slightly less marked for users of hydrophilic statins after diagnosis compared to non-users (adjusted HR 0.97, 95 % CI 0.76, 1.24). In analysis of all-cause mortality, statin use was weakly associated with a (non-significant) reduction in mortality in adjusted analysis (adjusted HR 0.88, 95 % CI 0.76, 1.01); however no dose--response relationship was observed by increasing number of prescriptions, Table [2](#Tab2){ref-type="table"}. Results were similar for use of lipophilic statins, including simvastatin (adjusted HR 0.87, 0.75, 1.01), and hydrophilic statin use after diagnosis, Table [2](#Tab2){ref-type="table"}.Table 2Association between statin use after diagnosis and breast cancer-specific and all-cause mortality in patients with breast cancerBreast cancer mortalityPatientsPerson yearsAge-adjusted HR (95 % CI)*P*Adjusted^a^ HR (95 % CI)*P*\[*n* = *15*,*140*\]\[*n* = *13*,*060*\]Breast cancer mortality Statin non-user85510,90730,8521.00 (ref. cat.)1.00 (ref. cat.) Statin user3354,23310,4210.87 (0.76,0.99)0.040.95 (0.79,1.15)0.62 1-12 prescriptions2011,3585,7130.91 (ref. cat.)0.220.94 (0.75,1.18)0.61 ≥12 prescriptions1342,8754,7080.82 (0.68,0.99)0.040.97 (0.75,1.25)0.79 Simvastatin non-user96612,11533,8451.00 (ref. cat.)1.00 (ref. cat.) Simvastatin user2243,0257,4280.82 (0.71,0.95)0.010.89 (0.73,1.08)0.24 Lipophilic non-user96412,11033,8361.00 (ref. cat.)1.00 (ref. cat.) Lipophilic user2263,0307,4370.83 (0.72,0.96)0.010.90 (0.74,1.11)0.33 Hydrophilic non-user1,06213,43437,3891.00 (ref. cat.)1.00 (ref. cat.) Hydrophilic user1281,7063,8840.95 (0.79,1.14)0.570.97 (0.76,1.24)0.82All-cause mortality Statin non-user1,32310,90730,8521.00 (ref. cat.)1.00 (ref. cat.) Statin user6844,23310,4210.95 (0.86,1.04)0.270.88 (0.76,1.01)0.07 1--12 prescriptions3651,3585,7130.92 (0.82,1.04)0.200.86 (0.73,1.02)0.08 ≥12 prescriptions3192,8754,7080.98 (0.86,1.11)0.740.90 (0.75,1.08)0.27 Simvastatin non-user1,52712,11533,8451.00 (ref. cat.)1.00 (ref. cat.) Simvastatin user4803,0257,4280.93 (0.84,1.04)0.210.87 (0.75,1.00)0.06 Lipophilic non-user1,52512,11033,8361.00 (ref. cat.)1.00 (ref. cat.) Lipophilic user4823,0307,4370.94 (0.85,1.04)0.230.87 (0.75,1.01)0.072 Hydrophilic non-user1,76413,43437,3891.00 (ref. cat.)1.00 (ref. cat.) Hydrophilic user243170638840.94 (0.83,1.08)0.410.93 (0.77,1.11)0.40^a^Model contains age, year of diagnosis, socioeconomic status, stage, grade, cancer treatment within 6 months (radiotherapy, chemotherapy, surgery), comorbidities (prior to diagnosis, including acute myocardial infarction, congestive heart disease, peripheral vascular disaese, cerebral vascular accident, pulmonary disease, peptic ulcer, liver disease, diabetes, renal disease), hormone replacement therapy use (in year prior to diagnosis), and other prescription medication use (tamoxifen, aromatase inhibitor and low-dose aspirin and metformin, as time varying covariates)

Association between statin use before diagnosis and survival {#Sec12}
------------------------------------------------------------

Results for statin use in the year preceding diagnosis are shown in Table [3](#Tab3){ref-type="table"}. In adjusted models, statin use before diagnosis (regardless of post-diagnostic use) was weakly associated with a reduction in breast cancer-specific mortality (adjusted HR 0.85, 95 % CI 0.74, 0.98). Results were similar for users simvastatin after diagnosis compared to non-users of simvastatin (adjusted HR 0.87, 95 % CI 0.75, 1.02) and in analysis of any lipophilic statin use (adjusted HR 0.88, 95 % CI 0.76, 1.02), Table [3](#Tab3){ref-type="table"}. Results were slightly attenuated in analysis of hydrophilic statins use compared to non-use (adjusted HR 0.90, 95 % CI 0.75, 1.09). For all-cause mortality, a significant reduction in risk was observed in adjusted models (adjusted HR 0.75, 95 % CI 0.67, 0.84) and results were similar for simvastatin use compared to non-use (adjusted HR 0.83, 95 % CI 0.74, 0.92), Table [3](#Tab3){ref-type="table"}.Table 3Association between statin use before diagnosis and breast cancer-specific and all-cause mortality in patients with breast cancerBreast cancer mortalityPatientsPerson yearsAge-adjusted HR (95 % CI)*P*Adjusted^a^ HR (95 % CI)*P*\[*n* = *12*,*231*\]\[*n* = *12*,*230*\]Breast cancer mortality Statin non-user8349,20029,2981.00 (ref. cat.)1.00 (ref. cat.) Statin user3813,0319,1250.98 (0.86, 1.11)0.710.85 (0.74,0.98)0.03 Simvastatin non-user96310,17532,2291.00 (ref. cat.)1.00 (ref. cat.) Simvastatin user2522,0566,1930.95 (0.83,1.09)0.480.87 (0.75,1.02)0.08 Lipophilic non-user96110,16832,2121.00 (ref. cat.)1.00 (ref. cat.) Lipophilic user25420636,2110.96 (0.83,1.10)0.540.88 (0.76,1.02)0.09 Hydrophilic non-user107711,16135,1811.00 (ref. cat.)1.00 (ref. cat.) Hydrophilic user1381,0703,2421.02 (0.85,1.21)0.870.90 (0.75,1.09)0.28All-cause mortality Statin non-user1,3409,20029,2981.00 (ref. cat.)1.00 (ref. cat.) Statin user6913,0319,1250.96 (0.88,1.06)0.410.75 (0.67,0.84)\<0.001 Simvastatin non-user1,56710,17532,2291.00 (ref. cat.)1.00 (ref. cat.) Simvastatin user4642,0566,1920.95 (0.86,1.06)0.380.83 (0.74,0.92)0.001 Lipophilic non-user1,56410,16832,2121.00 (ref. cat.)1.00 (ref. cat.) Lipophilic user467206362110.96 (0.86,1.06)0.420.83 (0.75,0.93)0.001 Hydrophilic non-user1,78811,16135,1811.00 (ref. cat.)1.00 (ref. cat.) Hydrophilic user2431,0703,2420.98 (0.86,1.12)0.770.81 (0.70,0.93)0.002^a^Model contains age, year of diagnosis, socioeconomic status, comorbidities (prior to diagnosis, including acute myocardial infarction, congestive heart disease, peripheral vascular disaese, cerebral vascular accident, pulmonary disease, peptic ulcer, liver disease, diabetes, renal disease) hormone replacement therapy use (in year prior to diagnosis), low-dose aspirin use and metformin (in year prior to diagnosis)

Sensitivity\\secondary analyses {#Sec13}
-------------------------------

Sensitivity\\secondary analyses results are shown in Table [4](#Tab4){ref-type="table"}. In comparison to the main analysis of statin use after diagnosis and breast cancer-specific mortality, stratification by cancer stage did not materially alter effect estimates. The observed associations for post-diagnostic statin use were similar in patients diagnosed with ER positive tumours and after additional adjustment for ER, PR and human epidermal growth factor 2 (HER2) status. There was a suggestion of a modest reduction in breast cancer-specific mortality risk in patients diagnosed in 2009--2010 (adjusted HR 0.77, 95 % CI 0.60, 0.98); however there was no evidence of a statistical interaction. Results for post-diagnostic statin use and breast cancer-specific mortality remained unchanged after increasing the lag from six months to 1 year and after adjustment for competing risks of death, Table [4](#Tab4){ref-type="table"}. There were also no marked differences in associations when analysis was repeated in a simple analysis of any statin use (or simvastatin use) compared to non-use in the year after diagnosis. For all-cause mortality, similar estimates were produced across a number of sensitivity analyses, Table [4](#Tab4){ref-type="table"}. Similar results were also obtained in analyses of cardiovascular and non-cardiovascular deaths.Table 4Sensitivity analysis of association between statin use and breast cancer-specific and all-cause mortality in patients with breast cancerMedication userMedication non-userAge-adjusted HR (95 % CI)*P*Adjusted HR (95 % CI)*P*P interactionCancer\\all mortalityPatientsPerson yearsCancer\\all mortalityPatientsPerson yearsCancer-specific mortality Subgroup analyses: Statin users versus non-users^a^  Stage 1--21113,1858,0853108,46724,7680.86 (0.69,1.08)0.210.91 (0.68,1.21)0.51  Stage 1--32093,6719,22455510,79328,1470.91 (0.77,1.08)0.291.02 (0.83,1.26)0.85  Diagnosed 2009--20102072,1876,8205695,21119,7460.79 (0.67,0.93)0.060.77 (0.60,0.98)0.040.08  Diagnosed 2011--20121282,0463,6012865,69611,1061.03 (0.83,1.28)0.771.35 (0.98,1.85)0.06  Estrogen receptor positive2433,6559,0795528,99525,6000.88 (0.75,1.03)0.110.92 (0.72,1.16)0.48  Estrogen receptor negative875141197279171047050.95 (0.73,1.23)0.691.06 (0.76,1.48)0.72  Hormone receptors available^b^212261061935506918186820.89 (0.75,1.05)0.180.98 (0.77,1.25)0.89  Using 1 year lag^c^3204067969587011073315780.91 (0.80,1.04)0.181.00 (0.78,1.28)0.99 Adjusted for competing risk of death^d^  Statin3354,23310,42185510,90730,8520.88 (0.78, 1.00)0.070.98 (0.81, 1.19)0.88  Simvastatin2243,0257,42896612,11533,8450.83 (0.72, 0.97)0.020.91 (0.75, 1.12)0.38 Use in first year after diagnosis^e^  Statin user versus non-user3183,6249,55587211,51631,7180.89 (0.78,1.02)0.100.99 (0.82,1.21)0.95  Simvastatin user versus non-user2102,4706,56998012,67034,7040.86 (0.74,1.00)0.050.95 (0.78,1.17)0.65All-cause mortality Subgroup analyses: Statin users versus non-users^a^  Stage 1--22973,1858,0855548,46724,7680.99 (0.85,1.14)0.870.89 (0.74,1.06)0.20  Stage 1--34373,6719,22485910,79328,1470.98 (0.87,1.10)0.720.91 (0.78,1.06)0.24  Diagnosed 2009--20104562,1876,8208715,21119,7460.94 (0.83,1.05)0.260.79 (0.66,0.94)0.010.38  Diagnosed 2011--20122282,0463,6014525,69611,1060.97 (0.82,1.14)0.711.02 (0.79,1.30)0.89  Estrogen receptor positive5493,6559,0799468,99525,6000.98 (0.88,1.09)0.700.85 (0.72,1.01)0.06  Estrogen receptor negative1195141197324171047050.99 (0.79,1.24)0.921.00 (0.74,1.34)0.98  Hormone receptors available^b^ (and adjusted for)400261061938066918186820.95 (0.84,1.08)0.430.89 (0.74,1.07)0.23  Using 1 year lag^c^64840679695135911073315780.97 (0.88,1.07)0.540.91 (0.75,1.10)0.33  Cardiovascular deaths14242331042113210907308523.21 (2.53,4.06)\<0.0011.07 (0.73,1.55)0.74  Non-cardiovascular deaths542423310421119110907308521.36 (1.23,1.50)\<0.0010.86 (0.74,1.00)0.06 Use in first year after diagnosis^e^  Statin user versus non-user6493,6249,5551,35811,51631,7180.97 (0.88,1.07)0.550.91 (0.79,1.06)0.23  Simvastatin user versus non-user4452,4706,5691,56212,67034,7040.96 (0.86,1.07)0.470.89 (0.77,1.04)0.15^a^Based upon main time varying covariate analysis adjusted model contains age, year of diagnosis, socioeconomic status, stage, grade, cancer treatment within 6 months (radiotherapy, chemotherapy, surgery), comorbidities (prior to diagnosis, including acute myocardial infarction, congestive heart disease, peripheral vascular disease, cerebral vascular accident, pulmonary disease, peptic ulcer, liver disease, diabetes, renal disease) hormone replacement therapy use (in year prior to diagnosis) and other prescription medication use (tamoxifen, aromatase inhibitor, low-dose aspirin, and metformin as time varying covariates)^b^Model contains all variables in ^a^ along with estrogen, progesterone and HER2 receptor status, where available^c^Statin use modelled as a time varying covariate with a 1 year lag. Model contains all variables in ^1^ with prescription medication use all modelled with a 1 year lag (tamoxifen, aromatase inhibitor, low-dose aspirin use and metformin)^d^Reported estimates are subdistribution hazard ratios and 95 % CIs^e^Model contains age, year of diagnosis, deprivation, stage, grade, cancer treatment within 6 months (radiotherapy, chemotherapy, surgery), comorbidities (prior to diagnosis, including acute myocardial infarction, congestive heart disease, peripheral vascular disease, cerebral vascular accident, pulmonary disease, peptic ulcer, liver disease, diabetes, renal disease) hormone replacement therapy use (in year prior to diagnosis) and other prescription medication use in the first year after diagnosis (tamoxifen, aromatase inhibitor, low-dose aspirin use and metformin)

Discussion {#Sec14}
==========

In a large cohort of cancer registry confirmed breast cancer patients, we found little evidence of a reduction in breast cancer-specific mortality associated with statin use after diagnosis, however, our data could not rule out a weak protective effect of statins on breast cancer mortality, consistent with the confidence intervals observed (adjusted HR 0.95, 95 % CI 0.79, 1.15). Associations remained similar in analysis of dose--response and across a number of sub-group and sensitivity analyses.

Statin use has been associated with a 15--20 % reduction in all-cancer mortality \[[@CR10], [@CR29]\] but few studies have investigated the influence of statins on breast cancer-specifc mortality. Our main results for statin use after diagnosis are inconsistent with findings from a Finnish study \[[@CR11]\] which observed a substantial reduction in breast cancer mortality risk with statin use after diagnosis (adjusted HR 0.46, 95 % CI 0.38, 0.55) in a large cohort of breast cancer patients, with similar findings observed in analysis of all-cause mortality and in analysis by statin type. Statin use however was not lagged in this study, thus, the reduction in risk observed with post-diagnostic statin use may be affected by the possible discontinuation, or lack of initiation, of statin use in some patients due to imminent death. The authors were also unable to adjust for potential confounding by other medication use in their analyses (such as HRT and low dose aspirin \[[@CR30]\]), in addition to comorbidities. In all analyses, we lagged medication use, as recommended \[[@CR12]\], after diagnosis by 6 months and this period was varied in sensitivity analysis. Our results are not inconsistent with our previous study of a large English cohort of breast cancer patients diagnosed with linkages to the Clinical Practice Research Datalink (CPRD) \[[@CR14]\]. We previously reported a weak reduction in the rate of breast cancer-specific mortality with post-diagnosis statin use (adjusted HR 0.84, 95 % CI 0.68, 1.04) and simvastatin use (adjusted HR 0.79 95 % CI 0.63, 1.00) \[[@CR14]\], but our results from Scotland are weaker for both overall use (adjusted HR 0.93, 95 % CI 0.77, 1.12) and simvastatin use (adjusted HR 0.87, 95 % CI 0.72, 1.07). The findings of a more marked (albeit non-significant) reduction in cancer mortality risk with simvastatin use after diagnosis are in line with mounting laboratory evidence suggesting the pleiotropic effects of statins may be limited to lipophilic statins. Lipophilic statins (such as simvastatin) have been shown to decrease cell proliferation as well as inhibit tumour growth in in vivo mouse mammary tumour models \[[@CR6]\]. In both the English and Scottish studies however, clear dose--response associations for stain use and breast cancer mortality were not observed. A number of studies have investigated statin use in relation to breast cancer recurrence risk. Some \[[@CR15], [@CR18]\], but not all \[[@CR16], [@CR17]\] have reported moderate reductions in breast cancer recurrence risk with statin use after diagnosis. The largest of these studies, a Danish cohort of 18,769 women diagnosed with stage I--III breast cancer, observed a significant 20 % reduction in the risk of breast cancer recurrence risk with post-diagnostic statin use \[[@CR15]\]. Interestingly, in analysis by statin solubility, the reduction in breast cancer recurrence was seen only for users of lipophilic statins (e.g. simvastatin) \[[@CR15]\].

In secondary analysis, we investigated the influence of pre-diagnostic statin use in the year prior to diagnosis and found a weak protective association with breast cancer-specific mortality. Although comparable with results from some previous population-based studies which observed protective (although weak) effects against breast cancer mortality \[[@CR31], [@CR32]\], it is unclear how clinically useful these results are due to the difficulty of intervention during the pre-diagnostic period. This is one of the few epidemiologic studies to evaluate statin use and breast cancer progression according to hormone receptor status. We did not find any difference in associations by ER status and results were similar after adjustment for ER, PR and HER2 receptor status. This contrasts preclinical evidence suggesting that the anti-proliferative effect of statins may be stronger for ER-negative tumours \[[@CR5], [@CR33]\].

Our study had a number of strengths and limitations. We utilized data from a nationwide cancer registry to identify all incident breast cancers diagnosed in Scotland between 2009 and 2013 with follow-up of up to 6 years after diagnosis. Linkages to mortality registries allowed for robust identification of breast cancer deaths, although some misclassification of cause is possible. Evidence from methodological comparative studies suggest that risk estimates are unlikely to be greatly affected \[[@CR34]\]. This study benefitted from available information on important clinical factors including cancer stage, treatments and comorbidities. In addition, availability of breast cancer hormone receptor status facilitated further sub-group analyses. Record linkage to national general practitioner (GP) dispensed prescription records provided detailed information on the timing of medication usage which permitted temporal relationships to be explored as well as investigation by statin type. Misclassification by over-the-counter use is limited in this study as statins are not available over-the-counter (OTC) in Scotland, apart from low dose 10 mg simvastatin which became available in 2004 \[[@CR35]\]. Similarly, OTC use of low-dose aspirin is possible but previous investigation within the General Practice Research Database found that the majority of chronic aspirin use was captured by prescription records \[[@CR36]\]. Furthermore, valid treatment risk estimates have been previously demonstrated when there is potential for over-the-counter medication usage \[[@CR37]\]. We did not have information on medication adherence but results were similar in analysis of multiple dispensed prescriptions, in which adherence may be more likely. Unfortunately, we could not examine the influence of statins on breast cancer recurrence risk as recurrences were not routinely captured within the Scottish Cancer Registry. Finally, although we adjusted for a range of potential confounders, as with all observational studies, we cannot rule out residual confounding by unrecorded (e.g. body mass index) or incomplete variables (e.g. cancer stage).

Conclusion {#Sec15}
==========

In a large nationwide study of cancer-registry confirmed breast cancer patients, we found little evidence of a protective association between statin use and cancer-specific mortality. These findings will help inform the decision whether to conduct randomised controlled trials of statins as an adjuvant treatment in breast cancer.
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